From Dr H Vaghadia and Dr M Spittle
The Middlesex Hospital. London WI Sir, Rowland Payne (1981) has described three cases of a previously unrecognized syndrome consisting of Horner's syndrome, ipsilateral vocal cord palsy and ipsilateral phrenic nerve palsy. Amin (1983) has reported a fourth case. We would like to report a further case in which postmortem findings have been documented for the first time.
A 64-year-old woman presented in 1961 with carcinoma of the left breast. In February 1981, after a disease-free interval of nearly 20 years, she presented with left shoulder pain and a hoarse voice. Clinical assessment revealed a left Horner's syndrome, a left vocal cord palsy and a paralysed left hemidiaphragm. Over the following ten months the pain in her left shoulder and arm became much worse and was associated with a motor and sensory deficit affecting the territory of C7, C8 and TI. Palpation of the supraclavicular fossa and X-ray of the cervical spine was normal at :all times. The pain was largely resistant to tamoxifen and analgesia as well as radiotherapy to an associated left apical mass. In December 1981 a left posterior rhizotomy (C3, C4 and C5), a right anterolateral cordotomy and posterior rhizotomy (C2 and C3) were performed and almost complete relief of pain was achieved. This lasted until the last two weeks of her life when she developed painful bony secondaries in the left scapula. In April 1982, 13 months after the onset of the syndrome, she succumbed.
At post-mortem examination, there was a large secondary deposit in the apex of the left lung which extended into the adjacent chest wall and involved the left brachial plexus. Secondary deposits were present in both lungs, left parietal pericardium, ovary and pouch of Douglas. No metastases were found at the level of the sixth cervical vertebra, in the intervertebral foramina or in the brain.
The site of the lesion in our patient was shown at post-mortem to be at the thoracic inlet. All five patients reported with this condition have had shoulder pain. In our patient shoulder pain was very severe and its control was the main aim of treatment. Non-steroidal anti-inflammatory agents, opiates as well as radiotherapy were ineffective. Mantell (1973 Mantell ( , 1982 has suggested that inclusion of the spinal canal in the irradiated fields may be of benefit. He cites Pancoast's syndrome as a model where infiltration of the intervertebral foramina may be responsible for shoulder pain. Evidence of such infiltration was lacking on post-mortem examination of our case. Our patient was treated by cordotomy and posterior rhizotomy with good result. Escape from analgesia occurred immediately prior to death. A possible explanation for this is that some pain fibres may run up the posterior nerve root to the ganglion and then run peripherally again, finally reaching the cord via the anterior root (Connolly 1982) . Therefore, if pain relief is not achieved by division of the posterior root alone, it may be necessary to divide the anterior root as well. However, in our case it is more likely that the return of shoulder pain in the last fortnight was due to painful bony secondaries in the scapula. 
